A Pplication of antidiscrimination laws to include persons with psychiatric disorders is increasing the numbers of these workers in the work setting. Antidiscrimination laws have benefited the physically handicapped with the implementation of physicalIy supportive devices such as ramps, elevators, and wider doorways. The psychiatrically handicapped can benefit from psychologically supportive devices. Leete (1989) , who has successfully coped for 25 years with, schizophrenia, tells of some of the psychological supports she uses: "I break down tasks into small steps. I remove myself from excessive noises and movement. When one has a chaotic inner existence the structure of a predictable daily. schedule makes life easier." Such things as making a list of activities to do each day, writing down where certain items are kept, and drawing a diagram of the workstations with the names on the diagram matching the names on the workstations provide extra supports for memory and concentration problems (Welch, 1987) . Clear expectations of what is required on a daily basis can provide a sense of security.
With effective vocational training, mentally disabled persons can provide dependable service in positions that frequently have high turnover With effective vocational training, mentally disabled persons can provide dependable service in positions that frequently have high turnover rates. rates, i.e., positions that pay mrrumum wage or require monotonous tasks. Restaurant managers have reported mentally disabled people as highly reliable employees (Torrey, 1988) .
In a recent study, 921 company managers were interviewed regarding the effectiveness of disabled employees-including the mentally disabled (International Center for the Disabled, 1987) . Seventy-one percent of these managers gave a good or excellent rating on overall job performance. Seventy-nine percent reported a greater willingness of disabled workers to work hard, as well as hold equal or better attendance and punctuality records than nonhandicapped workers. Eighty percent of the managers found the handicapped worker no harder to supervise than the non handicapped employee. This study helps document the cost effectiveness of hiring persons with mental disorders. More needs to be done, however, to provide on-the-job support.
THE OCCUPATIONAL HEALTH
NURSE'S ROLE The role of the occupational health nurse is increasingly critical in maintaining these workers on the job. Sparber (1988) reports that employees with emotional and mental health problems often choose to confide in the occupational health nurse because of the trust developed over a period of time. Workers prefer the effectiveness and empathy of the occupational health nurse's interventions, and sometimes workers prefer using occupational health nurses to avoid the stigma of going to a mental health service (Sparber, 1988) .
Occupational health nurses are recognizing the prevalence of emotional problems at the worksite. Seventy-five percent of a group of occupational health nurses surveyed estimated up to 50% of their workers have emotional problems (Vincent, 1985) . The next decade offers occupational health nurses unprecedented opportunities to integrate individuals with psychiatric disorders successfully into the work setting. However, this integration must occur within the restraints of in- 
HEALTH CARE COSTS
A recent effort to reexamine the costs for psychiatric disorders involved an attempt to increase benefits for a bipolar disorder from the standard 50% rate of insurance coverage for mental illnesses to the 80% rate paid for physical disabilities. An Arkansas appeals court ruled in 1987 that scientific evidence shows bipolar illness to be a physical disorder and ordered Blue Cross-Blue Shield Inc. to pay the higher 80% rate to the plaintiff ("Arkansas blues rewrite policies to define bipolar disorders as psychiatric illness." Psychiatric Neos, August 5, 1988, p. 1) . BIue Cross-Blue Shield Inc. has subsequently rewritten its policy to specifically list bipolar disorders as a "mental" illness. This may be the first of a wave of legal cases to argue for the biological basis of psychiatric disorders.
Schizophrenic disorders also are thought to have a specific biological cause (Torrey, 1988) . Recent evidence suggests some anxiety disorders have a biological basis (Liebowitz, 1989; Rapoport, 1989 Confidential contracts with clients to provide coaching and encouragement through their episodes of symptom exacerbation.
Referrals to self help groups.
Periodic symptom checks. Periodic medication checks. Promoting healthy lifestyle behaviors.
amethasone suppression test. With the growing evidence of a biological basis for psychiatric disorders, it may be only a matter of time before insurance companies are required to cover these disorders at the higher 80% rate. Eventually, most psychiatric disorders may be defined as stress-sensitive biological disorders. Psychiatric care traditionally has been among the highest cost conditions for coverage, along with AIDS, cancer, premature births, and birth defects ("Case management: One way to control rising care costs." Psychiatric Nees, October 21, 1988, p. 10) . John R. McCartre of the New York City-based Westvaco Corporation observed that 2.6% of claimants accounted for 43.7% of health care claims, with mental illnesses being a major part of this group ("Case management: One way to control rising care costs." Psychiatric Nee«, October 21, 1988, p. 10) .
Because of the rising costs of treatment for psychiatric disorders, , insurance companies and businesses are predicted to move into the managed care approach to health care services. Mary Jane England, vice president for medical services for Prudential Insurance Company, reports costs savings of 50% where managed care has replaced the tradi-tional indemnity for psychiatric costs ("Popularity of managed care growing among insurers." Psychiatric News, March 3, 1989, pp. 9-10) .
England predicts a willingness of insurance companies to cover more mental illnesses under nondiscriminatory medical coverage, providing more expensive coverage but also making cost effective efforts more essential. Increasingly, case management approaches are being used to control costs. Companies can elect to contract for case management services from an outside firm or develop their own case management program. Case management can control costs as well as improve the quality of life for the client and family (Henderson, 1987) . Occupational health nurses and physicians may direct their own internal case management company programs (Brown, 1989) . Zenith and Ciba-Geigy are examples of companies with internal case management services.
Psychiatrist Anthony Panzetta demonstrated a strong belief in the case management approach for psychiatric cases by starting a company which offers innovative insurance coverage for mental illness (Herrington, B.S. "If you can't beat 'em, join 'em: Psychiatrist starts own care review firm." Psychiatric Nees, October 21, 1988, pp. 4-5, 25) . The company uses a form of case management that restructures traditional benefits by allowing subscribers to use 40 inpatient days or trade them in for residential care, day programs, and outpatient visits. For example, using a conversion table, clients could convert the 40 hospital days to as many as 50 outpatient visits a year.
Given these recent trends toward case management for psychiatric care and given the option of internally operated case management programs, the occupational health nurse's future appears to be involved increasingly in the case management of psychiatric disorders at the worksite. The case management approach seeks alternatives to lengthy hospitalizations, while assuring the
TABLE 2 Common Psychiatric Disorders and Coping Behaviors
The final phase of a successful treatment program includes ongoing follow up to encourage compliance with the medications and healthier lifestyle behaviors. One study of injured workers participating in a lifestyle modification program, including aerobic and anaerobic exercise, and diet and nutritional counseling, found significant elevations of mood and enhanced vigor and physical well-being (Hannah, 1989) .
Implementation of phase two of this program requires developing the skills of supervisors and coworkers to provide psychosocial supports. Supervisors and coworkers can be educated to provide interactions that assist the client to function effectively. Not only can their interactions reduce the stress encountered .by the worker, but contracts can be established where preselected coworkers coach clients to use their coping behaviors.
Coaching persons to use coping behaviors can assist in limiting the length and intensity of dysfunctional episodes. Effective coping requires an understanding of the specific cop-delivery of quality care in the most cost effective setting. Alternatives to hospitalization for psychiatric disorders include early recognition of escalating behaviors with effective support systems to assist the client through periods of symptom exacerbation.
FOUR PHASE PROGRAM
A four phase program to be implemented at the worksite is proposed to manage the more frequently occurring psychiatric disorders (see Table 1 ). The four phases begin with an education campaign to decrease the stigma associated with psychiatric disorders and to promote the recognition of early signs and symptoms. Decreasing the stigma not only increases the individuals' willingness to discuss their conditions and accept the supports they need, but also increases coworkers' acceptance and willingness to act as a source of support. The American Psychiatric Association has published 10 warning signs of mental illness and recommends prominently displaying them as a part of a destigmatization campaign ("The 10 warning signs of mental illness." Psychiat-ricNews, May 5, 1989, p. 32) .
The second phase of a successful program involves the development of a support network to provide coaching and encouragement during episodes of symptom exacerbation. This support network can consist of coworkers who are willing to participate and with whom the client is willing to develop a confidential contract.
The third phase of a successful program involves the use of self-help support groups that provide education and encouragement for the client. These support groups have an excellent track record for improving clients' coping skills and reinforcing new coping behaviors. Some businesses allow these support groups to meet at the worksite. Others refer workers to support groups within the community. These support groups often have support available by telephone 24 hours a day.
Anxiety Disorders
Panic attacks ing behaviors used with specific disorders. Treatment programs increasingly agree on the coping behaviors that are most effective for specific disorders. Knowledge of these coping behaviors can equip the occupational health nurse in developing programs to train coworkers (see Table 2 ). Following is a brief review of both the recommended coping behaviors and current medical treatment used with the more prevalent psychiatric disorders.
PREVALENT PSYCHIATRIC DISORDERS
Anxiety Disorders Anxiety disorders are the most frequently occurring psychiatric disorder in the general population (Regier, 1988) . Anxiety is defined as a feeling of fear and apprehension that mayor may not be connected to a particular event or object. Physical symptoms experienced most frequently with severe anxiety and panic attacks include palpitations, sweating, fear of losing control, dizziness, trembling, hot and cold flashes, and dyspnea (Katerndahl, 1984) .
Anxiety disorders include not only the familiar anxiety and panic attacks with the above symptoms, but also specific symptom clusters such as phobias and obsessive-compulsive disorders. Recent studies suggest these symptom patterns are a result of different biological conditions requiring differing medical treatments (Liebowitz, 1989) .
Phobias
Biological distinctions have been reported between agoraphobia, the main symptoms of which are panic attacks and fear of public places; performance anxiety, which occurs when public speaking or performing is involved; and a generalized social phobia, in which the person experiences generalized fears that can deteriorate to a level that the person is unable to leave the house.
These three types of phobias respond successfully to different medical treatment approaches, indicating the existence of distinctly different diseases. Agoraphobia responds best to tricyclic antidepressants; performance phobias respond best to beta blockers such as propranolol; and generalized social phobias respond best to monoamine oxidase inhibitors (Liebowitz, 1989) .
Psychoeducational approaches found successful with phobias include relaxation techniques, cogriitive therapy, and desensitization techniques (see Table 2 ). At the worksite, relaxation and cognitive therapy techniques can be used to limit symptom exacerbation. Starting with the most dramatic presentation of the panic attack, in which the client exhibits extreme symptoms of hyperventilation and a disruption of rational thought processes, a preselected and trained support person can coach clients on how to help themselves.
A "quick relax" technique can be implemented: clients sit or lie down and blow air out of their lungs slowly. This type of technique immediately stops the hyperventilation cycle that promotes panic. Talking to the clients in a calm reassuring voice provides the needed external coaching until they can implement their own self relaxation measures. If persons experiencing anxiety and panic attacks are not under a physician's care, the nurse can encourage them to seek treatment, explaining the advances in understanding the specific medications used for specific symptom clusters of this disorder. Frequently, these persons are embarrassed about their inability to "get a hold" of themselves and they fear untreatable medical or psychiatric problems. They either seek frequent repetitive ineffective medical care, believing they have an undiagnosed medical condition, or they avoid treatment altogether for fear of being diagnosed as crazy. Education efforts to reduce the stigma and increase the workers' awareness of effective treatment options can reduce ineffective and costly avoidance behaviors.
Obsessive-Compulsive Disorders
The symptoms of obsessivecompulsive disorders (OCD) are powerful intrusive thoughts, often suggesting danger accompanied by an urge to perform meaningless rituals such as washing and cleaning. The most common symptoms are washing and grooming, miscellaneous repetitive acts, and superfluous repeated checking to see if something has been done correctly (Rapoport, 1989 ).
Most clients have more than one symptom. People with OCD often conceal their symptoms for years. They recognize their symptoms to be "crazy," but are otherwise sane in every way. The individual can be totally disabled by a life filled with worry and isolation. These people do not readily seek psychiatric help and are often first diagnosed by other health professionals.
A biological basis is suspected in OCD (Rapoport, 1989) . Biological markers may be used to divide OCD into two subcategories. Some OCD may be related to anxiety disorders and others to unipolar, endogenous depression (Cottraux, 1984) . The dexamethasone suppression test can be used to identify underlying biological depression, indicating a need for antidepressant therapy.
Highly effective treatment for OCD related to depression includes , the use of specific antidepressants which prevent the reuptake of serotonin, such as clomipramine (Anafranil) and fluoxetine (Prozac). Other antidepressants are reported as not particularly effective (Katerndahl, 1984) . OCD related to anxiety can be treated with the benzodiazepines. The occupational health nurse can encourage employees to have a thorough differential diagnostic workup to ensure correct and specific treatment.
Psychological treatment for obsessive and phobic thoughts can be reduced by using a thought stopping technique in which clients actively command themselves to "stop" the repetitive thought and initiate relaxation techniques. The approach can be supplemented with a rubber band around the wrist which the client snaps to provide a self-inflicted aversion stimuli.
A similar method involves a thought switching technique that works to replace fear inducing selfinstructions with competent selfinstructions. This process requires the client to develop a list of statements opposite the fear inducing thoughts, write them on a card, and read them regularly as well as when feeling anxious (Fensterheim, 1977) . The techniques assist the person in developing new thought patterns and habits.
Depression
Depression occurs second in frequency to anxiety disorders in the general population (Regier, 1988) . While no one theory sufficiently explains depression, several theories The next decade offers occupational health nurses unprecedented opportunities to integrate individuals with psychiatric disorders successfully into the work setting.
provide guidelines for treatment. The behavioral model identifies two behavioral deficits that promote depression. These two behaviors include the individual failing to initiate behaviors that encourage positive feedback as well as actually dwelling in environments that fail to provide positive feedback (Lewinshon, 1974) . Transactional analysis theory defines this condition as "stroke deprived. " A third theory (Seligman, 1974) proposes depression is caused by the two primary beliefs of helplessness and hopelessness. The cognitive model of depression focuses on the person's thoughts and beliefs as the causative factor in depression (Nezu, 1989) .
In the cognitive model, the person utilizes negative expectations to create a depressed emotional state. These negative expectations describe one's self, one's experiences, and one's future as negative. The depressed person views the world as presenting insurmountable obstacles to carrying out goals, and feels helpless to surmount these obstacles, thus feeling hopeless about life and the future.
Finally, the medical model describes a deficiency in biogenic amines as a major cause of depression and provides a variety of antidepressant medications to treat this condition. A holistic model integrating the three sets of variablesbiochemical, cognitive, and behavioral-may explain best the complex phenomenon of depression.
Hunter
Treatment for depression includes learning ways to reduce negative thoughts (how to give and receive self-affirmation); breaking down seemingly hopeless tasks into manageable parts; using exercise and nutrition to promote health; stress reduction techniques including imagery, relaxation, and assertiveness training; and initiating and experiencing pleasurable activities. Activities, hobbies, and recreation that require physical exertion show a positive relationship to self-esteem and an inverse relationship to depression (Parent, 1984) . Thought stopping with self-induced aversion stimuli has also been proposed as a method for decreasing the frequency of depressive thoughts.
Schizophrenia
Schizophrenia occurs in approximately 1% of the general population. Treatment for this disorder increasingly includes efforts to return the person to work as soon as possible. Many persons with schizophrenia can learn to manage symptoms in much the same way a diabetic learns to manage symptoms. Torrey (1988) reports 50% of all schizophrenics will be able to work. The first step is early recognition of prodromal signs and removing the stigma from seeking help.
A recent study in England ("Early intervention may prevent development of schizophrenia," Psychiatric News, August 18, 1989, pp. 6-7.) found early identification and treatment of schizophrenic symptoms prevented progression to a full blown schizophrenic psychosis, hastened a stable remission and prevented rehospitalization. In this study the families and the clients were trained to recognize prodromal symptoms early. Early interventions included stress management techniques with low dose antipsychotic medication.
A study of persons who were coping successfully with hearing voices found the following helpful guidelines (Romme, 1989) . First, voices may be experienced as helpful and encouraging, or critical and nega-tive. Trying to ignore the voices often is not a successful strategy and requires so much effort that other activities have to be curtailed. The most useful strategy may be to talk to only the positive voices and to learn to see the voices as a part of the self. A successful secretary for 10 years reported, "I hear voices and I'm happy for that... they have a positive influence on my life" (Romme, 1989) . Viewing hearing voices as merely a pathologic phenomena may not be helpful. The best strategy may be to explore with the person what coping strategies work best.
The goal in treating schizophrenia is to prevent relapse and reduce impairment with the use of social support networks, traditional drugs, skill building, and stress management techniques. Also, living healthier lives, identifying and responding to warning signs, and having others recognize early warning signs are current goals of treatment for schizophrenia.
With clients' written consent a supportive network can be built that might include the supervisor and other coworkers trained in assisting the individual with symptom exacerbations. Sparber (1988) reports successful work with one schizophrenic client: "While insuring confidentiality, coworkers met with a counselor to discuss their feelings, increase their understanding of the client's illness, treatment, and effective communication techniques. The staff became more willing to be supportive during the client's recovery."
The director and founder of the Denver Social Support Group tells of her successful coping strategies which include: practicing appropriate social behaviors, such as eye contact, and checking out reality with people she trusts-especially when she has paranoid thoughts (Leete, 1989) . One study reports being alone or with more than three people is stressful to the person with schizophrenia (deVries, 1989) . Practicing concentrating and breaking down tasks into small steps may prove useful. Other sources suggest Coaching persons to use coping behaviors can assist in limiting the length and intensity of dysfunctional episodes.
devising triggers in the environment such as labels and directions for tasks (Welch, 1987) . Dim lights, supportive yet direct supervision, giving accurate, concrete feedback about behavior, and assistance with thinking of alternatives are additional options for helping the person with a thought disorder cope in the work setting (Hamlin, 1987) . Activities to distract self from the voices, such as humming, talking to another person, and increasing physical activity, have been reported as effective. Finally, increasing the dose of the antipsychotic medication can promote symptom remission.
CONCLUSION
Occupational health nurses can make an important contribution toward integrating persons with psychiatric disorders into the work setting. Using a four phase program, persons with the more common psychiatric disorders of anxiety reactions, depression, and schizophrenia can be supported through symptom exacerbations, thus reducing and possibly preventing the need for hospitalization. Coping skills can be coached and encouraged by support persons to decrease symptoms and increase work productivity. The occupational health nurse can playa pivotal role in developing programs to destigmatize psychiatric disorders, train support persons, provide support groups, and promote compliance.
